effusion, which has been tapped. As operative and radio-therapeutic treatments were obviously out of the question, she has been having injections of posterior pituitary extract and theelin. At the present time the discoloration of the skin is less, and there is some diminution in the infiltration, but of course I regard the prognosis as hopeless.
Clinically these two cases correspond to that published by Rasch (Brit. Journ. Derm. and Syph., 1931, xliii, 351) under the title of " Carcinoma erysipelatodes." In his case, as in my first one, there was no Paget's disease of the nipple.
Report on section.-The biopsy was made from the skin below the left axilla and included some small raised lymphatic nodules. Groups of carcinoma cells can be seen lying in dilated lymphatics and blood-vessels. One of these is seen just beneath the epidermis, which is bulged outwards and thinned. This doubtless corresponds to one of the above nodules. Dr. W. N. GOLDSMITH said he was much interested in Dr. Barber's cases, in view of a case he himself had shown before the Section on December 20, 1928,1 that of an old lady who had a sudden inflammation on the top of her scalp; she thought it started from an insect bite. It was brilliant red, and spread over the scalp, causing the hair to fall out. He did not diagnose it as carcinoma for a long time, but a section of it showed very large spheroidal cells throughout the skin, characteristic of breast carcinoma. Only then did he suspect the breast, which was found to have been removed. There was carcinoma of the cuirasse type about the scar and running up into the axilla. The carcinoma of the top of the head was certainly erysipelatoid, in the sense that it started as a very intense and acute inflammation, with erythema, and it must have been conveyed thither by the blood-vessels; it could not have reached the top of the scalp by way of lymphatics, and moreover the lymphatics of the neck were normal.
The PRESIDENT said that recently he had a patient sent to his department who had had her breast removed not long previously, and she was beginning to develop some redness round the scar. On careful inspection it could be seen to be composed of very fine lines travelling outwards from the scar. The section showed the same sort of picture 'as Dr. Barber's section did. The bulk of the malignant cells were lying in the lymphatics. He did not know whether the blood-vessels were involved. It was certain, however, from present knowledge of the disease, that both structures must be involved sooner or later. The primary spread was through the lymphatics, then, secondarily, through the blood-vessels.
Leiomyoma.-W. N. GOLDSMITH, M.D. I. P., female, aged 26. Present condition.-The arms and forearms (mainly the extensor aspect), the thighs and legs (both aspects but leaving out the flexures of knees) and the shoulders and sternoclavicular region present a profuse eruption of small, round or oval, hard elevations, some white, some deep red, a few discrete but most coalescing into extensive sheets. The overlying epidermis is normal. The individual nodules have mostly a long diameter of about 5 mm. The left cheek is thrown into thick raised folds of rather fawn colour, which feel cystic on palpation; the surface shows patulous pilo-sebaceous orifices and a few follicular pustules. At the lower end of the chief fold there is a little discharge of serous fluid. Subjective symptoms are at present confined to occasional slight itching.
History.-The eruption began at the age of 12 years in the form of itching red spots, attacking chiefly the arms and legs. It spread later to the shoulders and upper part of the chest and back. The face only became involved in June, 1931, and here the eruption began as a boil, *hich soon discharged a dark brown substance. When first seen by me a few weeks later, the condition of the limbs and shoulder-girdle was as at present, except that there was intense itching. The face was, however, affected by a definite furuncular condition, for which fomentations with biniodide Section of Dermatology 673 of mercury were instituted. This treatment has been maintained ever since, and the cheek has greatly improved, so that there is now very little evidence of infection. A biopsy taken from the forearm reveals masses of interlacing plain muscle fibres in the cutis. Comnent.-Besnier divided cutaneous myomas into two groups:
(1) Multiple myomas: Arising at any point of the skin either from the erectors of the hairs or muscle cells of the blood-vessels. They appear as pink elevations scattered or agminated and reach the size of a peanut or larger.
(2) Dartoidmyomas: These are less rare. They only appear where there is a dartoid layer, e.g., mammary areola, scrotum, labia majora. They are often solitary, and may reach the size of a fist.
All myomas may be painful and become harder under the influence of pressure, local irritation or the action of cold, which provoke the contraction of the muscle fibres. There appears to be no successful treatment apart from excision or, in certain cases, electrolysis or diathermy. I cannot find a description of a case with such a very extensive eruption. Itching appears to be an unusual symptom. I do not know of a record of myomas being secondarily infected as in this girl's face. In this region there appears clinically to be an overgrowth of sebaceous glands as well. If the myomas are derived from the erectores pilorum it would not, perhaps, be surprising if other elements of the pilo-sebaceous complex sometimes took part in the overgrowth. J. L., male, aged 60, and six weeks ago noticed swelling of the palms and the soles with some irritation. Later some roughness and scaliness of the neck, front and back of the chest, and the scalp. Seen four weeks ago at Out-Patients' Department. Condition was then as follows: Scalp covered with fine easily detached scales. Forehead and face scaly and a little reddened. Skin on the front and back of the chest and on the shoulders distinctly rough to the touch. There were slight follicular prominences with a little hyperkeratosis of the orifices. On each elbow over the ulna there was a rather sharply defined scaly plaque which was probably due to patient's leaning on his elbows when at work.
The -palms and soles were reddish brown, with marked hyperkeratosis and a tendency to fissure along the natural folds. There was an erythematous edge to the hyperkeratotic area. During the past three weeks the patient has been in bed and has improved. The palms and the soles are not so erythematous, and the skin of the chest and the back shows much less follicular prominence. There is a little follicular keratosis of the follicles on the dorsal aspect of the proximal phalanges of the hands.
A section taken from the back showed hyperkeratosis of the follicular orifices and some hyperkeratosis of the skin intervening.
Discussion.-The PRESIDENT asked whether it was clear that the follicular hyperkeratosis was quite recent. [Dr. FORMAN: I do not know.] Clinically it looked more like follicular ichthyosis than pityriasis rubra pilaris, though the history was against that diagnosis.
Dr. SEMON said that he had recently seen a similar palmar eruption in which the diagnosis of lichen planus could be made only on account of a few typical papules on the fronts of the wrists. He wondered if that diagnosis could be applied in this case.
The PRESIDENT said that the thickening of the palms in the present case was not exactly that seen in lichen planus, and he thought that if the lesions on the back were lichen planus they would have presented the typical picture.
